Objective: Despite growing evidence in the nursing literature that nurse-physician communication is strongly linked to positive patient outcomes and quality care, inter-professional collaboration remains problematic. Ineffective nurse-physician communication is still prevalent and the underlying causes seem difficult to change. Background: Upon registration for an annual Nursing conference, participants were asked to provide a few words explaining why: "nurse-physician communication is suboptimal at times". Of the 350 conference participants, 187 nurses and physicians chose to respond to this question. Methods: Participant responses were regrouped into themes. These themes highlight the factors that contribute to ineffective nursephysician communication. Results: Multiple factors seem to contribute to ineffective nurses-physician communication. Factors have been regrouped into professional, relational and environmental challenges. Conclusions: Nurses and physicians are trained to communicate differently. They also have very little understanding of the roles and responsibilities of one another. Better communication and collegiality can be fostered via interprofessional exposure. Nursing education should also systematically train nurses to engage in deliberate, structured communication.
I. LITERATURE REVIEW
The literature has reported extensively on the identified problems from both perspectives. Nurses complain that physicians can be rude, unprofessional, disruptive and speak to them without respect [4, 6, 9, 10] . Many nurses report being made to feel that they are 'bothering physicians' with their concerns [6] . Nurses complain of physicians being verbally abusive. For example, one nurse in Simpson, James and Knox's study [8] , was yelled at and disregarded with the statement 'When you have gone to medical school, you can give your opinion'. Nurses feel that they must 'prove themselves' before their clinical judgment is respected by medical colleagues [3, 8] and report that their competence is questioned and their input is frequently unwelcomed [5, 6] . Nurses describe being seen as 'handmaidens' with their principal purpose being one of serving their medical colleagues [1] . Nurses also report feeling frustrated and resentful of the perceived lack of acknowledgement of their expertise and sad and defenseless when they are sent messages that indicate they are clearly subordinate to their medical counterparts in the healthcare system [7] .
In contrast, physicians complain that nurses approach them too frequently for non-urgent matters. This can serve to interrupt their thought process and can lead to errors of omission or commission [4] . They also complain that nurses' reports are frequently long, unfocused and never get to the point in a timely manner [4, 6] . The describe feelings of frustration when nurses disagree with their interventions yet also reported feeling that their attempt at interaction are frequently rebuffed which makes them feel unwelcomed and ambivalent [8, 9] . Some physicians report that it is often better to 'avoid each other if things are going well' in an attempt to circumvent conflict with nurses [8] or to keep their explanations of orders brief to minimize the chance of an unpleasant encounter [9] . This reluctance to engage in communication within a team of colleagues can have a direct impact on patient safety.
The truth is that there are clear hierarchical differences that impact the exchange between physicians and nurses. Due to differences in educational preparation, it is implicitly understood that physicians are at the summit of the power gradient. Historically, this has led to unequal relationships in which physicians had the dominant role [1, 8, 10] . Even today, knowledge transmission in educational or professional settings tends to be unidirectional from physicians to nurses [2] . The dominance of physicians is also reinforced in a culture where the majority of nurses are addressed by their first name while in contrast; this is true of only 2% of physicians [1] . This power differential complicates communication between the two parties [3] . Interpersonal conflict, which is a major source of work-related stress for nurses, is reduced and communication improves when roles are viewed as complementary to one another and the power is shared equally among colleagues [7] .
It seems clear from a review of the literature, that nurses regularly experience fear or intimidation when communicating with their medical counterparts. In reaction to feeling threatened, nurses tend to use silence punitively. They will not report findings nor share their clinical concerns with the physicians that they work with in order to avoid situations that will, in their opinion, lead to negative consequences such as reprimand, belittlement, humiliation, disregard, etc. [2] . An unhealthy 'them against us' attitude can quickly emerge as a defense mechanism against the bullying behavior.
For example, nurses in Johnson & Kring's study [1] report 'hateful' behavior and impatient communication in an 'exasperated tone' which can only serve to increase resentment and alienation within the team.
II. METHODOLOGY

A. Study aim
The aim of this study was to survey nurses and physicians regarding their perceptions of the contributing factors that lead to ineffective nurse-physician communication.
B. StudyDesign
Participant responses were collected during the online registration process for the annual Nursing Explorations Conference of the Ingram School of Nursing, McGill University. The 2012 conference, entitled: Transforming Nurse-Physician Communication: Maximizing Patient Safety was well attended by nurses and physicians. A total of 187 of the 350 conference participants chose to respond to the question: What makes nurse-physician communication suboptimal at times?. The question incorporated a textbox for response purposes and was addressed by both physicians and nurses (composing 10% and 90% of total respondents respectively).
C. Ethical considerations
Due to the fact that data were collected online by the conference organizers, Curly Dog Communications Inc. and provided to the researcher anonymously, no ethics approval was required.
D. Data Analysis
Participant responses were collated and coded using constant comparative analysis. Significant units of meaning in the form of short phrases and single words were compared and regrouped into subthemes. These subthemes were further regrouped to form the three main themes that emerged: Professional, Relational and Environmental Challenges.
III. FINDINGS
Participant responses are presented in Table 1 . Table 1 illustrates the subthemes generated from participant responses and the number of times that particular theme was made reference to in descending order. Table 1 also demonstrates the subtheme composition of the three main themes.
A. Professional Challenges
Physician and nurse participants make reference to the fact that there seems to be little understanding of one another's work in current clinical context. Despite the need for close working relationships, there is very little recognition of the implications of individual roles and their impact on professional responsibility, goal setting and prioritization. An interesting finding that emerged from this survey is the extent to which nurses struggle with their professional identity. They experience feelings of self-doubt and insecurity; they waiver in the face of intimidation. There is a prevailing feeling of isolation, unhappiness, powerlessness and distress among nurses in the current practice context that in their opinion is devoid of professional valorization. Participants report a lack of support from the Nursing leadership in addressing these concerns and an absence of recognition that nurses have specialized knowledge and expertise that makes for unique contributions to the care of patients and families.
B. Relational Challenges
Participants clearly describe the influence of an implicit power imbalance and hierarchy that impacts nurse-physician communication.
The approach to interdisciplinary relationships seems to be affected by the traditional healthcare culture of physician dominance, which can lead to behaviors and attitudes that are incompatible with collaboration. Nurses refer to their frustration over perceived impunity for disrespectful or disruptive behavior on the part of physicians. Despite the fact that there is recognition from both parties that things do not seem to be working well, surprisingly there is resistance to change and inflexibility in finding ways to address current difficulties. In the current context, there also seems to be a general lack of interest to engage in collaboration, partnership or teamwork.
Currently, the prevailing approach seems to be one of disengagement, indifference, defensiveness and a focus on individual differences rather than the values that unite us. Participants feel that the unwillingness to engage and listen to the concerns of colleagues lead to ineffective communication that is characterized by non-validated assumptions and misinterpretations. Participants identify the need for training in order to establish a common language, which can support their interactions and reduce current tensions.
C. Environmental Challenges
It would seem that current work environments are not conducive to facilitating effective nurse-physician communication. Participants describe work environments as busy, hectic places that leave little room for purposeful and unhurried communication. Nurses describe heavy patient workloads that give them little time to engage in conversations with physicians. They also refer to feelings of frustration regarding the accessibility of physicians, which are often unreachable and the challenge that comes with the constant rotation of new medical residents. On the other hand, physicians feel frustration regarding the current nursing shortage and chronic understaffing that leads to the reduced availability of their nurse colleagues. Current work environment are described as being noisy and not physically designed to promote interdisciplinary discussions. Sadly, it would seem that current work environments are characterized by overtaxed individuals that regularly engage in multitasking as a coping strategy; within these clinical environments, communication frequently takes the form of frequent interruptions when both parties have a few minutes to spare. Technology is seen as a way of helping to standardize communication (i.e. type written medical orders), yet it is also identified as a barrier since it reduces the need for face-to-face interactions. 
IV. DISCUSSION
The research literature seems to suggest that there is a need for a more standardized, formal structure to physician-nurse communication. Informal, casual 'drive-by' conversations are to be minimized and are no replacement for formal, structured conversations about treatment plans and patient care directions [4, 6] . These structured conversations should emphasize the accountability of both parties and should be encouraged and supported by the organization which employs both professional groups [5] .
In order to address difficulties in communication, A tool that was first developed by the military and used in aviation has been especially helpful in addressing the barriers to information exchange in emergency situations: Situation, Background, Assessment, Recommendation (SBAR). The SBAR communication technique has been adopted by many healthcare organizations that have a vested interest in addressing the barriers to information exchange between physicians and nurses practicing in increasingly complex clinical environments. The current reality of increasing patient acuity within these organizations makes skilful communication and interprofessional collaboration a requirement [4, 7] .
In addition to SBAR and other 'check-list' like communication tools, there is relatively little in terms of concrete suggestions from the literature to guide nurses on how to improve communication with their medical colleagues [2] . In addition, tools like SBAR may advise as to the content and form of the interaction, but do not address many of the underlying contextual barriers such as prevailing negative attitudes and unprofessional behavior. Check-lists tend to narrow the discussion, paring it down to essential ingredients when the real problem seems to be interpersonal. This is supported by Johnson & Kring's [1] findings where, despite adoption of SBAR in a systematic way, physician-nurse communication remained challenging with very few participants reporting collegial relationships with their medical peers.
The literature seems to suggest that training towards a common language or communication pattern would be helpful. As it stands now, physicians and nurses receive very different educational preparation when it comes to professional communication. Nurses learn to speak in broad, narrative dialogue and physicians are taught to be concise and focused. Generally-speaking, communication for physicians is about passing on instruction or giving medical orders, while for nurses, it is about the exploration and identification of problems and treatment options [2] . As a result, nurses and physicians have a very different understanding of effective interactions; is it any surprise that this can lead to suboptimal communication at times? Frustration born from the inability to understand where the other is coming from hinders collaboration and leads to the broadening of the professional divide.
Physicians and nurses are in need of shared frameworks of communication [7, 10] .
The literature also seems to suggest that physicians and nurses need to be trained together in order to increase their understanding of respective roles and responsibilities [3, 4, 5, 7, 8] . Currently, Medicine and Nursing are typically taught in silos with very little interaction between students until they are exposed to one another in the clinical setting. Internationally, there is a call for interprofessional, collaborative approaches to instruction [4] where students are able to gain valuable insight on the unique contributions of all members of the interdisciplinary team. Increasing exposure to one another as students can potentially lead to a reduction in the perceived power differential which is an identified barrier to effective communication and collaboration between healthcare partners [1, 6, 10] . It has become increasingly clear that in order to create safer environments for patients, the traditional healthcare hierarchy must be flattened in order to promote the ability of nurses to voice their concerns [5, 8] .
Interpersonal abilities and courtesy must also be addressed within educational curricula. Physicians and nurses must be taught ways to demonstrate respect for one another. Both parties need to learn to regulate their emotions in the face of conflict [9] . Open, trusting, collaborative and professional relationships within teams where members are responsive to the needs of their colleagues can be modelled by clinicians and educators. If teamwork and collegiality are truly prized, then these skills must be taught and practiced, preferably before students arrive in clinical environments. Effective team functioning is dependent in the degree of positive feelings and the quality of interrelationships of the members that constitute that team [6, 8] . Positive, respectful relationships can be formed as they learn together which can be the foundation for collaborative interactions in the future [1, 5] .
In conclusion, nurse-physician communication remains an issue despite 40 years of research on the subject [6] . While communication tools have been proposed in the past, the root contextual causes for these conflictual relationships remain. Increasing exposure and understanding of respective roles during initial training has the potential to address these causes by leading to a sense of solidarity and unity as they work together towards the common goal of providing quality care to patients and families.
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